Who. In western countries, it is expected that 10 to I5 per cent of all medical graduates will soon be entering formal psychiatric training. The higher figure may already apply to the United States, and the lower to the United Kingdom. As Australia differs very little from these countries in many respects, it is a reasonable assumption that we will also shortly reach this situation. Accordingly, in Victoria we must plan for the yearly induction into psychiatric training of between 40 and 60 graduates. From 1972, medical schools in Victoria will be graduating over 360 doctors annually, and this figure will rise to accommodate increasing population. If such numbers are forthcoming, we will face new selection problems. Anyone offering himself for psychiatric training is already to some extent preselected. The exact nature of this preselection depends upon his teachers as an undergraduate and upon the image he has formed of psychiatry.
There is some evidence that "students' psychiatric career attitudes are already well defined before instruction in psychiatry, and are relatively little influenced by the training provided. A positive attitude to psychiatry as a career is an indication of psychological mindedness; the students who express a negative career attitude to psychiatry tend to be more organically orientated" (Walton, 1969) . This is probably true, but it does not mean that our discipline should restrict recruitment to such psychologically minded students. Rather we should widen our recruiting net to include doctors of differing attitudes. Our needs are for teachers, clinicians, administrators and researchers with widely ranging interests and critical minds. Whilst hoping that we never lack for enthusiasm, I trust also that we will never be free from critical minds within, as well as outside, our branch of the profession. To quote Kelman, "We should seek out the maverick, foster him and guard him against training influences which all too often t m e him and destroy his originality" (Kelman. 1969) .
When. The. rules of our college membership examination and various university D.P.M. regulations stipulate that formal training can begin after the basic one-year residency. In so far as we are stuck with the regulations, that is that. Nevertheless, I feel that to begin training at such a time is often too early. There is much to be said for at least two or three years of training in general medicine or some other form of medical practice, my own preference being for general practice. Such experience is invaluable for the young doctor; otherwise, his view of what medicine is all about is, of necessity, terribly distorted. If there is one fact in the whole of medicine of which we are sure, it is that most medical school training and teaching hospital experience is not representative of the medicine which most doctors will practise for the rest of their lives. What. Until recent times, it was possible for the young post-graduate to complete two years limited training, often in very poor circumstances, and then to be examined to a moderate level of competence in neuroanatomy, neurophysiology and general physiology, elementary psychopathology, some general psychology, neurology and general medicine, and clinical psychiatry. At the end of this, he was a diplomate and free to set up in practice, or to have promotional doors opened to him in governmental service, yet his knowledge of psychiatry was extremely limited. I am old-fashioned enough to believe that the aforementioned areas remain vital to the general training of a psychiatrist, and must not be abandoned. We do, however, need to widen enormously the range of training, and must incorporate material from related and highly relevant basic sciences.
These can be grouped into two large categories: the biological group which includes neuroanatomy, neurophysiology. neuroendocrinology, ethology, neurochemistry, and pharmacology; and the psycho-social group, which includes psyrhology, sociology, anthropology and demography (Shepherd, 19691. All courses of training suffer from inevitable restrictions. We have to fit as best we can material enough for a five or six year course into the current three year training period. Nevertheless, we should be as thorough as possible in the time available to us. At the end of that time, I think there must be an examination, which should be sufficiently searching and an adequate test of the candidate's knowledge and clinical competence.
I find myself in agreement with
Where. I think the day is long past when psychiatrists could be adequately trained in one hospital, or even one kind of hospital or clinic. During training, although for administrative reasons doctors may work mainly in one type of facility, no effort should be spared to ensure adequate exposure to various types of clinics, day hospitals, general hospital units, shortand long-stay psychiatric hospitals, and, if it were possible, private practice. Also, much more attention needs to be given to child psychiatry, which should be introduced much earlier than is currently done. Perhaps some system can be evolved where candidates are obligated to rotate to some extent, and where rotation is more than nominal. Rotation within the facilities of one service organization can be arranged with little difficulty provided that authorities accept the principle. It will be harder but no less desirable to arrange schemes whereby candidates based in state psychiatric units must spend six months in a general hospital unit, and vice versa. I think also that post-graduate students should not be given permanent appointments, but should be engaged for the period of training, as applies in most branches of medicine. One cannot emphasize enough the primary importance of the clinical training and supervision for which parent hospitals must have continuing responsibility. Hospitals alone cannot cope with all of the training requirements, and an integrated programme involving universities, psychiatric institutes and the college is needed. This should be dovetailed in with what is going on in the parent hospitals.
How. Even our present level of recruitment requires
expansion of teaching facilities and staff. The projected recruitment figures indicate the even greater needs of the future Governments, and university authorities must be convinced of this increasing need for teachers so that adequate provision can be made. Teaching itself, which I believe should always be clinically based, is a service to individual patients and the community as a whole, however indirectly rendered. Even the basic sciences should whenever possible be taught with their relevance to clinical matters emphasized. Budgeting and staff allocation officers must learn these essential facts. Parochial thinking should also be given up. It does not really matter if people in training with one service leave to join another, or to go into practice. It matters that they be well and thoroughly trained so that the community benefits no matter where, or in what way, they practise.
In seeking for teachers, variety of orientation and approach is important; after all we have no revealed truth in our discipline. Grinker (1964) comments, In the first place, the staff model becomes important at least to indicate what kinds of psychiatry are operational and conducted by people in positions of authority. If enough differing models are available for the students so that there is not only one stereotype (for example, psychoanalvtic psychiatrists) available, these will serve as antidotes to the restrictive specialisation now characteristic of most psychiatric graduates. To develop this model means, of course, to recruit and accrete to the staff, persons of various points of view.
Which, of course, leads us back to eclecticism. Lipowski (1967) states:
1. Psychiatry is a clinical discipline and art, to be distinguished from the empirical sciences on which it is based.
The chief among these are psychopathology, and normal psychology including psychodynamics. 2. The shifting, relative, and culturally determined concepts of mental health and illness refer to an individual's, as well as a group's, current state of psychological adaption to the human and non-human environment. Both health and disease are multidetermined, and depend on social, biological and experiential factors.
3. Psychiatry is by the very nature of its activities and scientific basis an eclectic discipline. It depends on and strives to integrate in theory and action, two mutually irreducible modes of abstraction -i.e., the personal and social on the one hand, and on the other the biophysical.
4. Eclecticism implies a scientific attitude based on the following beliefs; that systematic observation and its publicly available records are the final criterion of truth; that hypotheses and theories are necessary cognitive tools for expanding and organising empirical knowledge; that intuit.on and hunches are indispensable guides to discovery, but not criteria of its validity; that no one owes allegiance to a theory, and fanaticism is incompatible with the spirit of free enquiry; and that knowledge at any point in time is open-ended, and no statements need be accepted which are disproof-proof. 5. Our teaching programmes have to make allowance for the expanding knowledge and the immediate social needs.
At the same time, we should insist on the preservation of the academic standards and goals which cannot reflect each passing fashion. There is no doubt that psychiatry as a discipline has to discharge its public responsibility, according to the current demands of society. But equally important is our role as scientists striving to expand the knowledge about man which can have both practical usefulness, and offer the esthetic satisfaction of a clearer understanding of human behaviour and experience. Those of us concerned with teaching should be the last members of the psychiatric community to jump on every new band wagon plastered with lofty slogans about mental health.
6. The training must be formally structured and include a theoretical course, the goals of which are to integrate knowledge. inspire intellectual curiosity, and offer a check on the intuitive aspects of clinical work.
7.
Interest in the mind is the core of sychiatric education as Hendrick points out, but the teackng must go beyond the psychological foundation of our knowledge and strive for a universalist view of man in health and disease. Psychodynamics is an indispensable part of such education, but it must not displace other endeavours to explain human behaviour.
8. The basic issues in therapy revolve around three conffipts; reversibility, modifiability, and compensability of the patient's pathology and his environment, by any means at our disposal.
If our training can at least include some of these aims and even achieve a few, at graduation the candidate will at least be prepared; but prepared for what? The simple answer would be -for practice, but a more honest answer would be -to begin the lifelong educative process involved in being a psychiatrist.
